In 1955 Hugh-Jones wrote an article in The Lancet describing clinical observations on 215 diabetic patients he had seen at the University College Hospital of the West Indies, in JamaicaI. It seems most unlikely that the author ever dreamt that this report was to become a landmark paper amongst those concerned with non-communicable diseases (NCD) in tropical countries. Forty years on, his findings continue to be the subject of considerable debate and controversy. The reason is that Hugh-Jones questioned established diabetes teaching by describing a 'third' type of diabetes. Insulindependent (IDDM, type 1, juvenile-onset) and non-insulin-dependent (NIDDM, type 2, maturity onset) were (and are), of course, well accepted: but Hugh-Jones described 13 patients (6% of the total) who did not fit into the broad categories of IDDM or NIDDM, and he colourfully termed them 'type-J' (for Jamaica), though subsequently the term 'Jtype' has been universally adopted. These patients were young and lean, insulin-resistant (defined as requiring over 80 units per day), but 'ketosisresistant' in that withdrawal of insulin resulted in hyperglycaemia but not ketoacidosis.
About the same time, Zuidema reported a similar clinical entity from Indonesia. His work was reported locally in 1954 and 1955, but more fully in 1955 in Tropical and Geographical Medicine", He reported 45 patients (mostly male) who had similar clinical features to Hugh-Jones' group, but in whom he also demonstrated exocrine pancreatic deficiency, due to fibrosis or calcification. This was not alcoholic in origin, and there was also clinical evidence of present or pastmalnutrition. Not surprisingly (though very confusingly!), this clinical entity became known as 'Ztype' diabetes! Over the ensuing three decades, J-type and/or Z type diabetes became widely reported from various parts of the tropics, including India.' and Africa", A phenomenon of 'phasic insulin-dependence' has been reported>, and endogenous insulin secretion in such patients (measured by stimulated Cpeptide responses) has been reported to be midway between IDDM and NIDDM patients". The syndrome of tropical diabetes finally achieved acceptance by the World Health Organization (WHO) in 1985, when their Expert Committee added it as a third syndrome of diabetes, next to type 1 and type 2-terming it type 3 diabetes, or MRDM (malnutrition-related diabetes mellitus)?
Theories as to the cause of tropical diabetes include direct pancreatic damage due to malnutrition", inspissated plugs formed in the pancreatic ducts of children during episodes of infection and/ or malnutrition", and herbal medicines!". The most attractive, and best-quoted theory however, concerns malnutrition linked with cyanide toxicity from the root staple crop cassava!'. Fascinatingly, it was a geographer named McGlashan who described a statistically significant link between cassava consumption and diabetes occurrence in Central Africa'-. The work was extended with animal work by McMillan and Geevarghesel", who pointed out that the normal detoxification of 2 cyanide to thiocyanate in man requires sulphurcontaining amino acids which may be deficient in malnutritional states, leading to an accumulation of cyanide which can cause pancreatic damage.
Thus, the cassava theory would seem to neatly explain the observed clinical entity of tropical pancreatic diabetes. Indeed it would seem to have all the markings of a classic of tropical medicineearly meticulous clinical observations by tropical doctors, extended observational studies elsewhere, a serendipitous discovery by a Lusaka geographer, and finally laboratory work supporting an environmental dietary cause. Why does controversy persist? Unfortunately, if one looks at the literature critically there is doubt at every stage of the story!", For example, in a largely ignored early report, Tulloch and Maclntosh'> described follow-up information on the original cohort of Jtype diabetic patients originally reported by Hugh-Jones'. Insulin doses had reduced and weight increased. The workers felt that 'J-type cases are type 2 cases', and that their unusual characteristics initially were due to a combination of poor compliance and inappropriate treatment. The heterogeneous nature of the tropical diabetes syndrome has been reported elsewhere-Ahuja and colleagues's, for example, found that some of their patients subsequently developed ketoacidosis, suggesting that they had true type I (rather than type 3) diabetes. The geographical relationship with cassava has also been questionedl", though arguments here are fraught with difficulty because cyanide ingestion from cassava is highly variable, depending on the method of preparation. Once ingested, cyanide toxicity is also unpredictable depending (as has been mentioned) on nutritional status. Studies from Tanzania have shown no difference in diabetes prevalence between areas of high and low dietary cyanide exposure'? and also no general relationship between diabetes occurrence and nutritional status as measured by body mass indexl".
Where does this leave us? There is no definite evidence at present to link either malnutrition or cyanide with diabetes occurrence in the tropics. Diabetes due to pancreatic damage or uncertain cause (the 'tropical pancreatitis syndrome'j'? certainly appears to occur, and depending on the extent of beta-cell damage, the resultant diabetes may be similar to either classical type I or type 2 diabetes. Despite its ratification by WHO?, the existence of a clinically and aetiologically distinct sub-group of diabetes in the tropics remains unproven.
Tropical Doctor, January 1996
An unfortunate side effect of this fascinating story is that it has diverted attention to 'tropical diabetes' rather than the real problem of 'diabetes in the tropics'P, Hypoglycaernia, hyperglycaernia and infection lead to an enormous mortality-'. Even in better medically-served township areas, mortality and morbidity are considerably worse than in Europe, and patients are now developing long-term complications such as nephropathy which cannot be treated--. The real problems are of difficulties in delivering diabetes care-', and, in particular, lack of insulin?". Increased energy and improved resources would go a long way towards resolving these problems. GEOFFREY 
The value of sharing your skills abroad
Working overseas as a doctor, either on student elective, or longer term after training, is an excellent way of developing professional skills, while at the same time developing on a personal level. A variety of job opportunities exist, paid or voluntary, short or long term in different parts of the world, with a variety of different agencies. Gaining professional experience in the developing world and learning to carry out tasks with limited resources in a different environment, may be invaluable.
Christians Abroad is a charity dedicated to enabling people, of any faith or none, to contribute to world development or 'mission' in ways appropriate to their abilities and the demand from overseas. We have over 20 years' experience of providing vocational information and advice on development work or mission, to anyone, regardless of their circumstances. Although set up and funded partly by Christian organizations, we exist to help people regardless of religious belief. The majority of our enquirers, in fact, are not practising Christians, many having no particular religious affiliation.
We work with aid and development and mission agencies. The mission organizations with whom we cooperate send people to work in partnership with a local community, where the most important aspect is skill-sharing, not preaching the Christian message. The widely-accepted term now for people with a Christian faith who work in development overseas is 'mission partners'. We work with non-governmental rather than government agencies. 24 Alberti KGMM. Insulin dependent diabetes mellitus: a lethal disease in the developing world. BM! 1994; 309:754-5 The motto of Christians Abroad is 'sharing skills and promoting community', which is achieved by matching skilled people with the agencies or communities who need their skills. Through the mutual learning process that takes place between the skilled individual and the local receiving community, we are able to give encouragement and support to communities overseas.
All who approach us are sent a comprehensive free information guide to working in development, helping enquirers to begin constructively their search for work overseas. Working for world development from the UK is also covered. After receiving the guide, our other services can then be accessed. Our World Service Enquiry work is divided into two parts providing information and a personal and professional guidance service. We offer one-to-one guidance interviews to anyone, regardless of age, religion or experience, with an experienced advisor, to discuss interest in working overseas and possible ways forward, assisting those considering working in development overseas or in the UK, to clarify their next career move and assess how and where their skills could best be used.
Professionally-qualified people keen to work overseas are encouraged to subscribe to our monthly bulletin Opportunities Abroad, listing skilled vacancies from over 40 development and mission agencies, both in the developing world and the UK. A yearly subscription facilitates free entry onto our large database of skilled professionals seeking work, which is searched by us on behalf of the agencies with openings. We are able to locate suitable candidates for posts in 90% of searches.
We are particularly keen to hear from professionally-skilled people to keep the database 'alive and active'. There are always vacancies for doctors and surgeons with the right motivations to work overseas, particularly those with experience in
